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SHAPING HABITS 


ABITS are formed because they are found to pay. They do, with the least 
trouble or delay, what has to be done. They are discarded or modified only 
when they cease to be worthwhile, or when other habits bring better, bigger 
or quicker benefits. So if new habits are to be established their results must justify 


the labour involved in learning and perfecting them. In short, there is no learning 
without reward. 


Not only must there be reward: the reward must be consistent. Frequent repeti- 
tion of a response without any gain itself establishes a competing habit, that of not 
behaving in such an unrewarding way. Important too, is the speed with which 
the desired reward is gained. The more quickly reward follows response, the 
stronger becomes their association, and the firmer the resulting habit. Immediate is 
therefore more effective than deferred reward. And for most people a reward that 
is concrete or related to the self is more habit forming than one that is abstract or 
altruistic. Finally, to satisfy several drives is more rewarding than to satisfy one. 
The most universally attractive rewards are therefore those that are personal, desired, 
immediate, obvious, multiple and repeated. 


These, of course, are generalisations, Here, as in all human reactions, there are 
individual and maturational differences. The capacity to persist in the face of dis- 
couragement, to strive for abstract and distant rewards, and to serve secondary 
rather than primary, altruistic rather than personal, goals varies markedly in different 
persons of the same age. And, as a rule, it develops as we grow older. 


In teaching new habits we often have to extinguish old. There are various ways 
of doing this. For instance, while the new response is well rewarded, the old can 
be made to cease to pay. But the problem is more difficult where the original 
reward cannot be blocked. In such cases we can try to make the reward for the 
desired response easier to get, more immediate, more attractive or more sure. Alter- 
natively, using our knowledge of motive, we can attempt to displace the original 
drive by a more urgent or vital one. Then we can see that this ascendant drive 
is regularly rewarded when the response we want is made. 


We need not spurn an appeal to any motive that is not in itself harmful. But 
we must beware of the temptation deliberately to create or exploit insecurity, anxiety, 
fear, guilt. To do so and then to offer a way of escape as a reward for the correct 
response is to take an educational short-cut that may trample and bruise personality, 
while leaving undeveloped the many rich resources it by-passes. Though a realistic 
appreciation of danger is essential, we must appeal most to the positive motives— 
not to the urge to escape from guilt or danger, but to the desire to know, experience, 
achieve, perfect, express. 
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THE WORLD’S HEALTH* 


By A. G. H. Smart, C.M.G., 
M.B.E., M.D., D.P.H. 


NEANDERTHAL man, a very primitive type, existed forty thousand to sixty 
thousand years ago and Dr. Broom’s Sterkfontein man, an even more 
primitive type, a million years ago. But let us go back only some ten 
thousand years, to life in the Middle Stone Age in Europe, of which 
we have considerable knowledge. Man had then made a great advance 
from earlier times. From being without shelter he now lived in caves 
and had weapons of a sort. He could sew skins together for raiment 
and could make fire to cook what he killed with his weapons. In other 
words, life was slowly becoming civilised. In the late Stone Age man 
became further advanced and there is evidence of large settlements of 
these people. Their needs were small and, for the most part, they had 
sufficient to eat and could supplement the meat ration with roots and 
berries and various forms of insect life. They had no kind of cultivation 
but were becoming skilled artificers in stone and wood, and they mined 
for flints with which to make axes and other tools. The women made 
frocks from skins, but these were probably only party affairs ; and they 
smeared their bodies and faces with grease and natural pigments—a 
practice not unknown today. There was no movement from the settle- 
ment except when fresh settlements were established. The inhabitants 
had all they wanted and were self sufficient and content. Generation 
after generation grew up and died in these settlements over a very 
long period, as we can see from the layers of rubbish and human remains 
found on these sites and especially in the caves. No doubt these settle- 
ments were overcrowded and the disposal of refuse would not have 
met approval today. But these people followed the sun and escaped late 
nights and all the nervous reactions induced by a hectic age. What 
disease they had stayed with them and they no doubt acquired a large 
degree of immunity to their own diseases. Through being static they 
escaped new kinds of imported disease. They probably had few or 
none of the vices fostered by a crowded existence. It may not have 


been quite as the poet depicted, 


“Free from vices, free from care, 
Age has no pain and youth no snare” 


* The second part of this article will appear in the October issue. 


{ 
: 
at 
° 
= 
x 2 
*) 


THE WORLD’S HEALTH 


but, nevertheless, their problems must have been straightforward, and 
so,, probably, were the solutions. When the weather was unfavourable 
for hunting they would wile away the time by drawing or carving on 
the roof or walls of their cave and it is from these pictures we derive 
much of the information we possess of their daily life. 


Ancient Egypt 


Let us now jump forward another few thousand years and see how 
the life of man is being moulded—life in Egypt under the Pharaohs 
about 3000 to 2500 B.c. This period covers the transition from primitive 
man with his limitations to a highly civilised state ; from the age of 
stone weapons and tools to the discovery of metals with their uses, the 
beginnings of stone masonry, the employment of writing as a means 
of communication and, somewhat before this period began (3400 B.c.), 
the establishment of the earliest known government, controlling several 
millions of people. The Pyramids were erected as monuments to 
the leading kings of the Pharaoh dynasty but “they are also mile- 
stones marking the long road by which man travelled from barbarism 
to a highly developed civilisation.” The temples enshrined in the 
Pyramids are magnificent pieces of architecture and in the tombs around 
the Pyramids are paintings on the walls depicting scenes in the daily 
life of the people. Scenes of ploughing and sowing, of fat cattle grazing 
in pasture, of coppersmiths at work, of gold workers, of cutters of tur- 
quoise and diorite (a variety of greenstone as hard as steel), of potters, 
of glass makers, of weavers of linen, of cabinet makers and paper makers 
and of many other activities. Truly a wonderful picture of a many- 
sided and accomplished people. 

This period, too, marks the earliest known example of ocean travel, 
when ships crossed the Mediterranean. Thus were the beginnings of 
government, not a democratic government, of course, but one over the 
earliest known unified nation of any real size, and the beginning of 
contacts made outside the community, over the sea. 

In the course of time civilised communities were being built up 
everywhere and we begin to get references to disease and its effect on 
individuals and the community. One of the earliest references is found, 
in the Bible, in connection with leprosy, dealing with a period about 
1500 B.c., in the third book of Moses, called Leviticus. Measures for 
the cleansing of infected persons and for the isolation of lepers are laid 
down, this latter being controlled by the priests. And by the end of 
the twelfth century camps for the segregation of lepers were established 
generally. Thus here we have early evidence of the idea of the infectivity 
of disease. 

Another reference occurs during the period of the Chaldean empire, 
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about 600 B.c. when, under Nebuchadnezzar, Babylon became a great 
and splendid city. The priests continued to be the chief doctors but, 
nevertheless, the sick were often set in the market-place by their relatives 
to elicit the views of the passers-by as to the best line of treatment. 


The Roman Empire 


The period of the Roman empire, in the century before Christ, showed 
many advances. For example, the Romans had added to their own 
dwellings some of the refinements they had found in Greece and, indeed, 
improved on these. Some houses were equipped with tile pipes or 
conduits to carry hot air to warm the more important rooms. There 
were pipes for running water, baths and sanitary conveniences. The 
Romans had somehow learned the use of cement and concrete and 
employed it largely in their buildings. The domed roof of Hadrian’s 
Pantheon is one single enormous cast, over one hundred and forty feet 
across. One great system of the famous Roman aqueducts, that at 
Nimes in France, was built about this time. It is nearly nine hundred 
feet long and one hundred and sixty feet high and carried water over 
the valley of the river Gard. On the more domestic side Roman cooks 
had now learned to prepare rice as an ordinary diet ; formerly it was a 
delicacy consumed only by the sick, presumably in the shape of rice 
pudding. Sugar derived from sugar cane was being brought from India 
for sweetening, in place of honey. 

Those who were in North Africa during the war must have noticed 
the evidence of ancient civilisations. Recent excavations have largely 
disclosed the ancient coastal city of Sabrathra, some forty-five miles 
west of Tripoli, which, in the second century, was part of a prosperous 
Roman colony. We are told that the name of Benghazi is a corruption 
of Berenice (about 248 B.c.), whose stolen tresses were supposed to have 
been placed in the heavens as a constellation, near the tail of Leo. 

The history of Medicine begins about this period. The classical 
founder of Medicine was, of course, Aesculapius, the legendary son 
of Apollo and Coronis, and so efficient was he alleged to have become 
in the healing art that Pluto accused him of diminishing the number 
of shades in Hades ; and Jupiter, who was known to go about with an 
armful of thunderbolts, eventually hurled one at Aesculapius and wiped 
him out. 

Coming to regions of fact we find Hippocrates, who was born about 
460 B.c., and Plato, who was his contemporary, insisting on the impor- 
tance of exact observation as the foundation of Medicine, while Hippo- 
crates emphasised the value of the healing powers of Nature herself. . 
Later Claudius Galen, who was born in the second century and was 
physician to the Emperor Marcus Aurelius, published the results of much 
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experimental work which, some 1300 years later, suffered the fate of 
being publicly burned by Paracelsus, a professor at Basle University and 
a philosopher. He taught that the elements of the body were salt, 
sulphur, and mercury and announced that he had discovered the elixir 
of life, but died somewhat prematurely in his fiftieth year. 

But for long years there was no concept of Medicine based on scientific 
knowledge. Disease continued to be considered a manifestation of the 
gods, and priests largely remained the chief physicians. No one had 
any real idea of the origins of disease. During the Black Death in 
the fourteenth century thousands of persons alleged to have poisoned 
the wells were killed. Witchcraft was also blamed and many harmless 
persons were done to death. Theories of magic and superstition reigned 
for long in many lands. Even during the last century, in spite 
of research and better education, superstition lingered on, and still 
does. 

Antony Leeuwenhoek, born at Delft in Holland in 1632, was the first 
discoverer of bacteria or microbes, as such. He had a draper’s shop of 
his own at Delft and a passion for grinding lenses. He knew no 
language but Dutch and his only literature was the Dutch bible. But, 
with his microscopes, he saw things no one else had ever seen ; and he 
was made a Fellow of the Royal Society. Although little came of his 
discovery at the time, he had laid the foundation for research into the 
origins of disease, on the lines accepted today. Just about the same time 
William Harvey discovered the principle of the circulation of the blood, 
though he never saw the actual transfer of the blood from the arteries 
through the fine capillary vessels because he had no lens of sufficient 
power. This was seen and demonstrated some three years after his 
death in 1657. 

The first advances on which modern Medicine is based were made 
late in the last century. Koch, a German, and Louis Pasteur, a French 
chemist working on the fermentation of sugars, were contemporaries, 
and to them we owe the credit for the discovery of bacteria in relation 
to the diseases they cause, and for proving this relationship. Koch is 
known especially for his work on tuberculosis and Pasteur for his dis- 
covery of the rabies virus and for the production of his vaccine to cure 
and protect against it. Meanwhile Lister in Edinburgh and London 
was working on his theory of antisepsis which revolutionised surgery. 
Many others at this time were making scientific discoveries that were 
to raise Medicine to the high standard it has reached today ; Metchnikoff 
in Russia on immunity, Walter Reed, an American, on yellow fever, 
Erlich on syphilis, David Bruce on nagana, Kitasato, a Japanese, on 
plague, Ronald Ross and Patrick Manson on malaria, coming to more 
recent workers whose names are well known to us today. This cursory 


Io! 


f 


HEALTH EDUCATION 


glance through the ages, confined mostly to a limited area of the globe, 
may help us to balance our outlook and, amidst all that is so complex 
today, recognise essentials. 


Useful books, with due acknowledgement : 


Ancient Times—a History of the Early World, J. H. Breasted: Ginn & Co. Boston 


and London. 

Ethnology—A. H. Keane ; University Press, Cambridge. 
Every day Life in the Old Stone Age, M. & C. H. B. Quennell: Batsford, Ltd., London. 
Microbe Hunters ; Paul de Kruif, Jonothan Cape, Ltd., London. 

Harley Street Calendar, H. H. Bashford, Constable & Co., Ltd., London. 
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SOME THOUGHTS ON 
HEALTH EDUCATION 


By T. A. Lioyp Davies, M.D.(Lond.), 
M.R.C.P.(Lond.), Chief Medical 
Officer, Boots Pure Drug Co. Ltd., 
Nottingham. 


. . . And there is no health in us.” 


‘The General Confession. 


Zest for knowledge is rare. Most people think of learning as an unfor- 
tunate necessity or as a means to an end. Health causes worry only 
when a state of ill health is present. In 1832, C. Turner Thackrah wrote 
“We rarely think of health till we lose it”. The well person has little 
impetus to learn about health. The inhabitants of the appalling conurba- 
tions of industrial society get the essentials of physical life through iron 


pipes or delivery vans. Knowledge of the ways of living things is limited 
to classroom experiments with chestnuts and beans growing in bottles or 
to sixpenny packets of seeds guaranteed to grow. Health is a biological 
study which amid the despoilation of man has little meaning. The educa- 
tion of “ passive barbarians ”, to use Lewis Mumford’s phrase, to the real 
meaning of life is the first object of health education. Without know- 
ledge of man’s relationship to Nature, whether this be in spiritual, mental 
or physical terms, improvement in his course of life or his way of living 
cannot be expected. 

To describe the attributes of health is easier than to define health itself. 
Health is wholeness of body, mind and soul; this means. that man’s 
physical abilities, intellectual exercises and spiritual cravings must be 
integrated into a harmonious personality which is in harmonious rela- 
tionship with its surroundings. The tragedy of modern civilisation, made 
worse by the modern system of education, is that so many persons suffer 
from disintegrated personalities not in harmony with either their human 
or material environment. Even the successes of mankind have so inflated 
man’s self-importance that they have become hindrances to healthy living. 
The rarest thing known to man is the realisation of personal failure. 
Always the fault is that of someone else. If this view be accepted, 
teaching the general biological relationships of man is of greater impor- 
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tance than the technical instruction in particular requirements of the 
body. 

Health education must start with parents, and be continued in the 
school, reinforced by the clergy and completed by doctors and nurses. In 
the home the infant and child acquires values of judgment, love or fear, 
charity or harshness, beauty or ugliness, responsibility or selfishness which 
for ever will bless or curse his life. At school, education in the broadest 
sense is health education ; much learning is directed to the acquisition 
of technical skills necessary in a modern society, such as arithmetic and 
reading. The power to undertake intricate sums does not of itself imbue 
a burning desire for truth, nor ability to read a love of beauty. Religious 
instruction in many schools is little more than an historical exercise. 
History taught as a science throws away powerful forces for the explana- 
tion of the human heritage. The natural curiosity of ‘children leans 
towards science ; precise interest in the atoms of chemistry and the 
measurements of physics must be extended to the study of living things. 
Pollen, bees and rabbits form a useful introduction but biology must 
include a detailed study of man. Professor Winifred Cullis’ (1949) book 


is an admirable primer. 


Sex Instruction 


Starting when a child is five or six years old the study of biology 
should naturally culminate at adolescence (or just before) in detailed 
instruction in sex and human reproduction. The background for this 
should have been the parents’ answers to childish queries. Inadequate or 
incorrect instruction by emotionally unsuited parents is of less value than 
the impersonal and academic instruction by teachers properly trained. 
The film strips produced by Cyril Bibby on sex education provide an 
excellent factual representation of facts of sex and sexual hygiene, but 
nevertheless are of even greater value if fitted into a biological course 
than if shown separately. More misery results from inadequate or wrong 
sex instruction than from almost anything else. 

A girl started to menstruate aged twelve years, having received, at home or 
school, no enlightenment about menstruation. All her mother did was to hand 
her a sanitary towel saying “ Well, that is what you wear”. A friend at school 
said an abscess had burst—causing much anxiety each month for several years. 
When aged twenty years, she developed recurrent abdominal pain, worse after 
dancing with her boy friend. She had taken him home once but did not dare 
to do so again as her mother was in a constant state of quarrelsomeness with her 


father owing to alleged but ill substantiated ‘ unfaithfulness’. The girl's knowledge 
of sex had been acquired by “ asking friends” 


Such an account may be deemed to be exaggerated but doctors and 
nurses dealing with adolescents will agree that similar stories occur almost 
daily. Attempts to instruct children in healthy ways of living often are 
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hindered by their parents. No better example of this could be given 
than the folklore that women should not wash their hair or feet during 
menstruation. If the girl is to counter the maternal prejudice, she must 
take home written evidence that the doctor or teacher has said that wash- 
ing is not only harmless but to be desired. Just because leaflets must be 
meticulously accurate, this is no reason why they should be unattractive. 


Parental Co-operation 


All but the smallest minority of parents, however misguided they may 
be (and few are so misguided as doctors and teachers are apt to think), 
are genuinely concerned about the wellbeing of their children. The 
requirement that the parents be invited to attend school medical examina- 
tions should not be a mere formality. Quite apart from the solution of 
immediate problems, attendance of a parent should be regarded as a 
contact with a person who is best able to help in health education. The 
importance of this cannot be exaggerated. The co-operation of parents 
is essential if health education is to succeed—but more, a happy relation- 
ship between parents and children is the only basis on which the child 
can build a healthy life. The cost to society of unhappy homes is incal- 
culable ; all degrees of psychological unbalance, from personal stress to 
criminality, are the direct consequences. Perhaps more than he intended, 
Sir William Norwood East in his book Society and the Criminal (1949) 
has shown the disastrous effects of bad homes. Indeed, few if any 
criminals come from happy homes. The effect of mass unemploy- 
ment in the 1930’s which rendered large numbers of fathers economically 
and psychologically ineffective has yet to be felt. 


The Adolescent 
The establishment of County Colleges (under the Education Act, 1944) 
will offer splendid opportunities for health education. At a time when 
boys and girls are thinking about their career or about their friends of the 
opposite sex, they will be subject for one day a week to an environment 
where success is judged not by the wage packet or ‘ getting on’ but by 
moral and intellectual standards. The aim of the County Colleges should 
be to produce citizens who appreciate beauty and who wish to fulfil their 
responsibility to others. Even instruction in woodwork, metal work or 
household repairs will make boys better husbands, and instruction in 
cooking, washing and domestic duties make girls better wives. Because 
adolescents will soon be parents, County Colleges are a most potent force 
in the future health of the nation. For the first time the learning and 
understanding of the university will be available to the many boys and 
girls engaged in earning their living. 
Group instruction in health provides the background against which 
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personal education may take place. All persons whether children, 
adolescents or adults are most susceptible to help when in personal need ; 
the treatment of illness may provide the chance for individual health 
education. The value of an adult, preferably a.doctor or nurse, easily 
accessible to children and adolescents and who may be expected to be 
on their side but who is not, like parents, emotionally involved, cannot 
be over-emphasised in the solution of many problems which arise in their 
minds. Valentine (1943) has shown the psychological characteristic of 
adolescence is a sense of uniqueness, which makes this group especially 
difficult to approach. To a sophisticated adult many doubts arising in 
childhood or adolescence may seem silly. To say so is to deny all hope 
of improving health. The adult adviser must give careful, serious and 
detailed attention to all problems. Vague generalisations are useless. 
Specific answers must be given to particular enquiries. 

Physiological developments should be used to further education ; in 
the past much effort has been wasted in opposing such developments. 
For example, increased care for personal appearance is normal at 
adolescence. All young girls will want to know how to put on lipstick 
and how to do their hair. Lessons in how to keep the hair nice are 
much better than instruction in how to avoid nits, and they achieve a 
greater effect. Nothing adults can do or say will prevent young persons 
imitating them. Instruction should be designed not to prevent this imita- 
tion but to mould it. If girls are to put on lipstick, it is better they should 
do so nicely ; talks and demonstrations on how to do this may very 
profitably be developed into the care of the skin. Boys are usually 
interested in athletic prowess. Coaching in games or sports is a useful 
opportunity to discuss smoking and drinking. 


The Adult 


The attainment of years of discretion is often attainment of permission 
to indulge in unhealthy habits. To educate adults, indirect methods must 
be used. An example of this is the Ministry of Food’s excellent adver- 
tisements on how to cook vegetables. If housewives are not to 
ruin the taste and vitamin value of green vegetables, instructions to boil 
them in the minimum of water will need to be repeated for many genera- 
tions. In dealing with adults better results would be obtained by 
endeavouring to modify their likes than by endeavouring to impose modes 
of living and eating which they regard as ‘cranky’. For an adult, a 
good job well done, either in the factory, field or mine, or in the home, 
is the best source of health. If men have difficulty in finding work to 
their liking, many happy wives have become disgruntled housekeepers. 

Finally, perfection holds little joy but there is great joy in the social 
contacts of life. Men will always be imperfect. Enforcement of a rigid 
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standard of bodily fitness is the negation ot health. Dictatorships can 
ensure healthy people but only individual awareness and the desire to 
exercise responsibility will produce happy and whole citizens. Only then 
will men be humbled before an imperious urgency in the search for 


Truth. 
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1930-1932. Medical Superintendent, Fever Hospital Service, London County 
Council, Deputy Medical Officer of Health, London County Council 1933-1941. 
Ministry of Health Hospital Surveyor 1942-1943. Director of Health Division 
and D.D.G., Relief Services, U.N.R.R.A., 1944-1947. Professor of Social and 
Preventive Medicine, Manchester University, 1947-1949. 
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THE SCHOOL MEAL 


By Ereen Evans, B.Sc., Headmistress, 
Luton High School. 


Few of us would claim that meals cooked in large quantities can have 
the variety and the individual touches that a skilled and devoted mother 
can give to meals at home. But the tremendous development of the 
School Meals Service brings many benefits. 

There are, first, nutritional advantages. School meals provide school 
children with foods in short supply (for instance meat and milk), and 
this of course means less strain on the family rations. The team of expert 
dietitians working in the School Meals Service try to ensure that the 
meals are so planned as to provide a balanced diet containing the body- 
building and energy foods that are especially valuable for young people. 

We tend to think that institutional meals inevitably lack variety, but 
this need not be the case. To some children school meals introduce 
foods they have never tasted before and ways of serving that they have 
not met. This is nutritionally good and it brings in, too, the other very 
important aspect of school meals, social training. The experience of 
eating a range of different things, differently served, protects a child 
against the apprehension that comes from a feeling of unsureness on 
social occasions. 

Quite a number of children, usually only children or children of small 
families, grow very faddy about their food at home. Their parents are 
the first to be distressed by it. Another advantage—nutritionally and 
socially—of school meals is that these same children will, in the company 
of their contemporaries at school, eat dishes over which they would be 
difficult at home. When raw grated vegetables were first introduced in 
infant schools the children were very chary of them. They were not 
pressed to eat them, but gradually one began, and then another, until in 
many places the grated vegetables became a most popular dish. 

School meals give a valuable opportunity for fostering a social sense, 
and if attention is paid to the conventional, aesthetic and communal 
aspects, those qualities of confidence, poise and graciousness that are 
acceptable socially can be developed in the children. 


The Nursery School 


Training in the conventions is begun in the nursery school. Here the 
mid-day meal is one of the major events of the day. Enough time can 
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be spent, and patience and forbearance can be exercised throughout, so 
that the children obviously delight in their well-ordered meals. They 
get ready for them, tidy their hair, wash their hands and sit down at 
tables gay with flowers and properly laid with implements they can easily 
handle. They are helped to remember what they have learned at home 
of good table manners, or are taught how to handle their tools properly. 
They are encouraged to eat all that is on their plates, and, after the meal, 
time is given to teeth brushing and to washing. There is an atmosphere 
of calm and an absence of rush and flurry. If a genuine accident should 
occur, no-one is sharp with weariness or worry. In the strain of meal- 
times at home where the dropping of a plate or the wastage of food 
means an extra fret or mess or expense, the busy mother, with all the 
other household cares on her back, cannot always avoid showing annoy- 
ance at mishaps. 

The orderliness, the gay tables, the flowers, the bright pinafores and 
the attention to attractive colouring in the dishes served provide the 
aesthetic part of the training. 

Each day different children act as ‘ mother’ and see to the serving 
of their fellows, and in this way concern for others and a sense of personal 
responsibility are inculcated. It is delightful to see the pride and pleasure 
with which three and four year olds concentrate solemnly on looking 
after their table companions. Each one of them comes to feel that he or 
she matters and has a job to do—no one any more than the rest—and this 
must do much to give self-confidence without the individual child being 
spoilt or receiving undue attention. 


Older Children 


This regard for the conventional, aesthetic and social aspects goes on 
through the primary and secondary schools. The boys and girls are 
encouraged to take upon themselves more and more of the responsibility 
for the pleasantness of their meals together. Wherever it is possible the 
mid-day meal is rightly treated as a happy social occasion where teachers 
and taught may sit down together. Each one may enjoy his or her meal 
because no-one is awkward or shy or selfish. Example and careful guid- 
ance do more than ‘ policing ’ and sharp correction to bring the ease and 
graciousness that might rapidly be lost in these days when life is so 
hurried, when mothers are so often out at work in the middle of the day, 
and when the habit of snatching meals hurriedly in snack bars and cafés 
is growing to such an extent. 

In many school canteens great care is taken that the room shall be gay 
and pleasant, with flowers and attractive cloths or runners. Small tables 
are preferable to long ones where space allows it, and family service at 
each table helps to train the awareness of each child for the needs of others 
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at the table. Older girls, the group of which I have most intimate know- 
ledge, become wonderfully competent and can acquire graciousness in 
serving and attending to each other. The growth of this sense of respon- 
sibility is shown when the Christmas school parties come round, for older 
girls can then take over the whole organisation of the ‘ tea’ which forms 
so important a part of the festivities. 


Difficulties 


In many schools and canteens there are as yet serious difficulties which 
prevent full advantage being taken of the opportunities for training on 
the lines I have indicated. It would need more than human resource 
and goodwill to turn some rooms that have to be used into gay attractive 
places. Often it is difficult to be as orderly as one would wish—when 
for instance 250 are crowded into the space intended for 150. Indeed, 
we say in our own canteen that the girls are bound to learn how to 
keep their elbows in because there is literally no room to lift them. Lack 
of adequate equipment with which to serve meals attractively and eat 
them properly hinders. the efforts of the schools, and lastly, time—or 
rather the lack of it—works against that atmosphere of order and calm 
which is essential to gracious meals. Two ‘ sittings” may have to be 
accommodated ; and washing up from the first may have to be done in 
order that there may be sufficient equipment for the second. In this 
case the meal must be got through within a certain brief space or else 
afternoon school will be interrupted. 

So there is still much to be done if school meals are to become the valu- 
able factor they might be in social training. But no-one with the oppor- 
tunities that I have enjoyed of seeing them in progress in all stages of 
our school system can fail to be impressed with the potentialities of the 
service. 


BIOGRAPHICAL NOTE 
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INTERNATIONAL DEVELOPMENTS 
IN HEALTH EDUCATION 


By Crarr E. ‘Curner, Ed. M., Dr. P. H. 
Consultant in Health Education, 
World Health Organisation. 


HeattH education is not the interest, product, or property of any single 
group, or nation, or region. Earlier visits by the writer to over forty 
countries and the examination of current correspondence accumulating 
in the files of the World Health Organisation show that it exists every- 
where in some form. Although it is different in different areas, it is 
everywhere an expanding and growing phase of public health and of 
public education. An increasing number of countries are coming to the 
World Health Organisation for technical assistance in this field. As 
experience accumulates in various parts of the world the nature and possi- | 


bilities of health education become clearer, and the training and activities 
of health educatcrs become more definite. 

It is not possible in a limited space to discuss the health education pro- 
grammes of different countries, interesting as that would be. From an 
observation of many programmes and from conferences with health edu- 
cation leaders in many countries we shall try to present here some picture 
of the present status and the trends of health education. 

What is meant by health education of the public? What is its under- 
lying philosophy, its scope, its value, its relationship to health and to 
education? What are the trends of professional training? What are 
the appropriate health education activities for an international health 
agency? 

The need for health education is universally recognised. In every 
country health practices are poor and these unhygienic habits affect 
health. This is seen when we study problems of nutrition, of communic- 
able disease control, of mental hygiene, or of other phases of public 
health. 

The attitude toward disease is commonly wrong. The average 
individual believes that if he is perpendicular to the earth, he is well, 
and if he is horizontal, he is sick. He mistakenly believes that there is 
a drug to cure every ailment and that the doctor can easily fix him up. 
The public lacks basic health information, and the concept of vigorous 
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health to be built and maintained by hygienic living is possessed by rela- 
tively few people in the world’s population. 

Many nations have now had enough experience with health education 
to demonstrate its value conclusively. It has led people to sanitate their 
homes. It has led to the increased use of medical and public health ser- 
vices. It has increased early treatment for tuberculosis and cancer. It 
has improved the habits of school children sufficiently to cause a measur- 
able improvement in their growth. It has brought understanding of, and 
financial support for, voluntary and governmental health programmes. 
In innumerable situations it has so proven its value that it is recognised 
as an essential part of public health and an important - of fundamental 
and general education. 

gut let us examine more specifically just what we mean by health 
education of the public. It means different things to different persons. 
To the public health administrator health education is a tool ; and his 
concept of its proper use influences sharply his methods of public health 
administration. To the various divisions of a health department and of 
allied agencies and organisations, it is a service. To the individual it is 
a means toward more effective living and includes all experiences which 
favourably influence habits, attitudes, and knowledge enabling him to live 
harmoniously in a changing total environment. To the community it 
means evolving together an organised approach to the study and solution 
of health problems pertinent to the needs, resources and interests of the 
people in the area involved. To the peoples of the world it is an oppor- 
tunity for co-operation in the promotion of total human welfare. 

Everywhere we find growing recognition of the fact that health 
education functions best at the local level—that it is, in fact, community 
organisation under appropriate leadership and with suitable educational 
tools, to study and help solve the health problems of the community. 
In almost every country, however, this community approach to a total 
health education programme has developed out of experiences with two 
separate phases of health education. 

One of these has been school health education or that part of health 
education which takes place in school or through activities of school per- 
sonnel. The other has been public health education or that part of health 
education which takes place in home and community. If we look at the 
development of these two phases of health education in different countries 
we find that the same sequence of events has usually taken place. 


Training Children 


School health education has usually begun with formal instruction in 
physiology and hygiene. It was soon found that factual instruction alone 
had little or no effect upon health behaviour and schools became more 
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interested in habit development. It has been realised that youth is the 
time of habit formation ; that the schools can provide the repetition needed 
for habit formation ; that the school reaches the whole population ; and 
that, in the schoolroom, the psychological force of ‘ public opinion ’ and 
the ‘ desire for a feeling of personal worth ’ can be utilised effectively in 
developing healthful living. 

In many countries modern school health education began with 
* attention- “getting * devices to interest children in health habits. Subse- 
quently the incentives toward healthful living have been more intensively 
studied and more effectively used. The desire of younger children to 
grow has been utilised in health education through a programme of 
weighing elementary school children each month. The desire of high 
school youth for athletic accomplishment and attractive appearance has 
been used in habit promotion. 

It has been realised that habits, attitudes and knowledge are inter- 
related, but that it is necessary to develop health practices before the child 
is old enough to understand the scientific facts upon which these practices 
rest. 

The place of the teacher in this programme has become more clear. 
In the elementary school the teacher is the only person who is with the 
children long enough to influence habit formation effectively. The 
teacher’s creative ability and effective use of educational psychology are 
of the utmost importance in health training. In the secondary school the 
co-operative planning of many teachers with health specialists has been 
found to be necessary for productive health education. 

Everywhere school health education has outgrown or is outgrowing 
the strictly instructional phase. The child’s health experiences with 
school sanitation, school medical services, and other health activities out- 
side the hygiene class have been found to influence attitudes and health 
behaviour. 

It has become clear that the school needs the co-operation of the home, 
that school health education is related to community health problems, 
and that it needs both the intelligent support of school administratorssand 
the leadership of trained health educators. 

Thus school health programmes are coming to seek the development 
of proper health attitudes and habits as rapidly as possible and gradually 
to build a supporting structure of health knowledge, to the end that the 
schools shall graduate heali voung people, ready to meet their health 
responsibilities as individuas. vorkers, parents and citizens. Schools 
are coming to provide indirect health learnings through planned health 
experiences in both physical and mental health, through a healthful school 
environment, school health services, communicable disease control, 
hygienic daily regimen, physical activities, and accident prevention. They 
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will continue, of course, to provide direct, planned, and integrated health 
instruction. And withal, school health education is becoming increasingly 
a part of community health education. 


Persuading Adults 


Public health education or adult health education arose, in part, from 
the realisation that the people must understand what a health department 
or health agency does for them if their support is to be expected. Com- 
munity leaders and social groups can, of course, exert a tremendous 
influence upon the public health when they become interested in health 
problems. It was also realised that the quality of the educational activi- 
ties of various public health workers could be improved through skilled 
educational planning and leadership. It was seen that the application 
of professional skills and techniques and the motivation of desirable 
human behaviour could be used to improve the quality of hygienic living 
in a population. 

Historically, in most countries, public health education began with 
the employment of publicists by health departments and voluntary health 
agencies to develop better press relations and newspaper copy, and to 
produce more attractive printed matter. The publicity programme 
usually expanded to include public meetings, radio, films, and the use of 
other audio and visual techniques. 

Campaigns came to be organised to persuade people to take some 
specific health action. Through these experiences the need for community 
organisation for health education was recognised. It was obviously desir- 
able for the community so to organise that it could study health problems 
(with the aid of the best available educational resources and tools) and 
act co-operatively to promote the public health. It was realised that 
group leadership, group action and group dynamics involve special 
techniques. Health officers began to look for specially trained persons 
who would be primarily skilled in education, publicity, and community 
organisation ; but who also possessed a basic understanding of hygiene 
and public health. 

As various countries studied the problem it became clear that health 
educators need a broad cultural background and a knowledge of (a) the 
structure, functions and care of the body, the elements of the more com- 
mon pathological processes, epidemiology, and basic public health proce- 
dures ; (b) motivation and behaviour in human life ; (c) society as it is 
constituted, social forces and their control ; (d) forces which affect living 
environment and economics ; (e) the scientific method of approaching the 
process of living, distinguishing science from pseudo-science ; and (f) the 
process of education—why we learn and how we learn. 

Some areas of the world have set up organised courses for the profes- 
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sional training of public health educators leading to a graduate public 
health degree from accredited schools of public health. Special minimal 
requirements have been set in (a) basic cultural education ; (b) basic 
sciences ; (c) education and educational psychology ; (d) social sciences ; 
(e) public health ; (f) governmental and community organisation ; and 
(g) special skills of health education. 


Some Principles 


Through the experience of different countries certain basic facts, 


premises, or principles underlying health education have developed, some 
of which we shall attempt to state : 


1. The health education of the public, like all education, is an active, 
not a passive, process. In health education we must stimulate and interest 
groups to inquire, to study, and to act—not merely bombard disinterested 
persons with what we want them to know. 

2. Doing things to people or for people is often easy, but it is expensive 
and of temporary benefit. Stimulating and guiding people to assume 
responsibility for themselves may take more time, but it is relatively inex- 
pensive and its results are more lasting. Moreover, the people are 
strengthened by the latter process and weakened by the former. The 
great hope for public health within budgetary limitations lies in securing 
more healthful living on the part of the people. 

3. Community organisation for health education is a creative process. 
The pattern of community organisation is variable depending upon a 
wide variety of factors pertinent to the health problems, resources, and 
interests of people in the particular area involved. 

4. Community organisation for health education, with the develop- 
ment of community leadership, the opportunity for community planning, 
and the provision of actual experience in healthful living and community 
action for public health is more effective than health publicity alone. The 
essence of health education is active people’s participation in community 
study, planning, and action. People voluntarily change their behaviour 
only when they have a part in planning the change. Health education 
requires skill in working with people to help them help themselves. 

5. Vocation is an avenue to an interest in health. Personal health and 
public health may be effectively promoted through a study of the health 
aspects and responsibilities of occupations as a part of vocational training. 
Such health education enables the worker to protect himself and the 
public. It gives him an interest in becoming expert in his field. It adds 
dignity to the job and brings the worker a feeling of personal worth with 
a realisation of the importance of his particular task and its contribution 
to the community and the culture. This applies not only to all kinds of 
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food handlers, but also to factory workers, agriculturalists, salespeople, 
all employees of health agencies, and other occupational groups. 

6. Education in health is a proper part of any programme of funda- 
mental education and the development of a suitable health education 
programme based on appropriate co-operative relationships between edu- 
cation, health, and other closely allied community resources should be 
sought for every country. Every nation must be concerned with healthful 
school living, health instruction, and the training of teachers to participate 
effectively in the school health programme. 

7. Health education is recognised as an important basic function of all 
public health workers and kindred personnel employed by closely allied 
health agencies and organisations. 

8. Each country or area has its own culture, traditions, social structure, 
and health problems. These condition the nature of its health education 
programme. In other words, health education must always be evolved 
in terms of the health problems, resources, and needs of the area 
concerned rather than through a single uniform international pro- 
gramme. 

g. In countries where intensive efforts have been directed toward 
evolving comprehensive health education programmes, it has become 
increasingly evident that there is a need and demand for qualified per- 
sonnel, trained in public health and health education (health educators) 
to supplement and extend the health education activities of other public 
health workers and educators. 


The Part W.H.O. Can Play 


The trends which we have seen give us some indication of the future 
developments of health education in various parts of the world. The 
Preamble to the Constitution of the World Health Organisation states 
that “* the extension to all peoples of the benefits of medical, psychological, 
and related knowledge is essential to the fullest attainment of health ” 
and that “ informed opinion and active co-operation on the part of the 
public are of the utmost importance in the improvement of the health of 
the people.”” One of the functions of the World Health Organisation as 
expressed in its Constitution is “to assist in developing an informed 
public opinion among all the peoples on matters of health.” 

The World Health Organisation should seek to assist governments 
on request to develop effective health education programmes within the 
various countries, not to superimpose a uniform health education pro- 
gramme from the outside. There would seem to be four major objectives 
for the health education activities of WHO, which, together with some 
of the suggested activities in each case, may be enumerated as follows : 

A. Assisting governments, on request, to raise the quality and effective- 
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ness of health education as a means of improving world health. This 
may be done through such activities as : 


(1) Providing advisory services in health education to . health 
education problems within countries and regions and recommend desir- 
able procedures. 

(2) Providing advisory services regarding health education aspects of 
pre-service and in-service training programmes for professional personnel, 
including public health workers, school personnel, and others. 

(3) Providing consultant services to aid in the development of school 
and college health curricula and programmes. 

(4) Stimulating and, where necessary, organising and guiding the 
development of professional international meetings, conferences, and 
workshops in health education. 

(5) Providing consultation services regarding preparation, distribution, 
and proper use of health education materials, such as printed materials, 
visual aids, and others, using the services of special technicians and health 
experts whenever possible. 

(6) Studying facilities for health education training and publishing 
information on this subject. 

(7) Providing fellowships in health education. 

(8) Stimulating research and continued appraisal, in order to evaluate 
the effectiveness of all the phases of the total health education programmes 
in various countries. 


B. Aiding the World Health Organisation in evolving the best possible 
educational and group work methods in the conduct of its own technical 
activities. This may be done through the work of health educators in : 


(1) Assisting staff members in the planning and development of the 
health education aspects of the various programmes and activities. 

(2) Discussing health education methods with field parties before they 
set out on their respective missions. 

(3) Aiding field parties, in the area where they are at work, in develop- 
ing the health education aspects of the overall programme. 

(4) Assisting staff members, work parties, committees, and other 
groups at headquarters in evolving effective group work techniques. 

C. Aiding in the planning and conduct of health education activities 
included in projects in which the World Health Organisation collaborates 
with other international specialised agencies. Activities here may 
include : 

(1) Studying the work of each specialised international agency to find 
profitable lines of co-operation in health education. 

(2) Co-operation in the planning and development of the health educa- 
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tion aspects of those projects in which WHO accepts an invitation to 
collaborate. 
(3) Considering the possible desirability of inviting other agencies to 
collaborate in projects initiated by WHO and involving health education. 
(4) Considering the possibility of evolving joint health education 
activities with other international specialised agencies such as: joint con- 


ferences, workshops, and other closely allied activities of a regional or 
international nature. 


D. Aiding in the development of public understanding and apprecia- 
tion of WHO as an agency which promotes world health through inter- 
national co-operation. 

These activities are carried out by the Public Information Section. 
They are related to health education of the public through the need for 
co-operative planning between various sections within the World Health 


Organisation in the preparation and distribution of publicity and reference 
materials, 


Summary 


Every country is doing something toward the health education of the 
public, although activities in the different countries vary widely. As 
programmes grow in time and in scope a common framework appears 
and the kind of professional education needed by public health educators 
becomes more apparent. 

Through health education activities of recognised value in schools and 
among adult groups the desirability of a unified, coordinated, total pro- 
gramme on the local level has become increasingly apparent and increas- 
ing attention is being given to community organisation for the health 
education of the public. 

The need for professionally trained health educators is increasingly 
recognised and in some parts of the world organised courses of training 
have been established in accredited schools of public health. 

Health education can best be developed in relation to the health 
problems, resources, needs, culture, and social structure of each country. 
A single uniform international programme would not be successful. This 
article suggests the important contribution which the World Health 
Organisation can make to world health through contributing to the health 
education of the public. 
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HOSTILITY IN MODERN 
SOCIETY 


Dr. Joseph V. Walker, Medical Officer of Health of Darlington, writes : 


I am venturing a few remarks, laudatory and critical, on “ Hostility in Modern 
Society,” by John R. Seeley, in your April issue. In publishing this article you 
have done a valuable service in bringing before your readers a subject of great 
importance to all health educators, the nature of human society itself. We are all 
apt to shelve questions of this sort, but the quality of our whole work will be 
influenced by our ideas of what kind of society we regard as desirable and how 
we propose to expend our contribution towards bringing it about. 


For all his keen analysis, Dr. Seeley does not after all take us very far. Some 
day, we are told, a full-grown science of man will be able to distinguish with cer- 
tainty between what is good and bad for him and to create faith in his true 
potentialities. It is easy to make high-sounding phrases without much content. 
Ultimately there is only one controversy of our own or any other time, but it can 
be stated in various ways, with a greater or less emphasis upon words and phrases 
shocking to the scientifically conditioned ear. To use a more or less unexceptionable 
form, we may say that we all believe either that the human situation is in essentials 
‘given’ and unalterable, or that it is fluid and capable of almost indefinite change 
through man’s own initiative. In the former case we may not, of course, know what 
are the ‘given’ elements, but the aim of any intelligent person who is intent on 
the welfare of the individual and of the community is to do his best to find them 
out and to conform his life and his society to their requirements. From his essay, 
Dr. Seeley’s reason would seem to have led him to this camp. But the alternative 
is the fashionable doctrine of scientific humanism where final answers have no 
present existence. Not surprisingly, his heart is there, 


Our modern conflicts and dissatisfactions, so ably described, are to be attributed, 
according to one’s philosophical allegiance, to a disregard or repudiation of some 
unchanging realities of the human situation, or to the birth-pangs of the next stage 
of progress, painfully hampered by obsolete prejudices and superstitions. Dr. Seeley’s 
contrasted picture of medieval happiness and stability may be idealised, but it 
undoubtedly conveys the meaning of that society. He rightly condemns archaism, 
which, as Dr. Toynbee has pointed out, never produces the expected results. We 
cannot return to the Middle Ages even if we wanted to do so. That period con- 
tained, however, the preeminent example to date of a civilisation growing in a 
particular time and place under the influence of a belief in a known pattern for 
human life in all its aspects. Though what we may call the Mammonite materialism 
of the West seems to have a blind spot for the fact, the Marxist materialism of the 
East is only too aware that the faith that inspired Christendom is still very much 
alive and that many, nor they the least intelligent, hold it the firmer for what has 
been experienced since the Renaissance. The real question is whether it shall have 
its chance to rebuild society within or upon the ruins of our present world order. 
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HEALTH EDUCATION AMONG 
FOREIGN CULTURE GROUPS 


By Janet W. Mackie, M.D., Assistant 
Professor, Bowman Gray School of 
Medicine, North Carolina. 


Mepicat appointments have provided the writer unusual opportunity for 
observation and participation in ‘ health education’ activities in east 
and central Africa ; in Central and South America and the Caribbean 
Islands and also in the south eastern United States. This experience, 
covering roughly a ten year period in each continent, has been gained 
chiefly from the viewpoint of preventive and tropical medicine and 
public health, among young adult family and community groups. 

In general these communities live outside or on the fringes of modern 
civilisation, whether they reside in isolated rural, river, or mountain dis- 
tricts or in sections of large urban centres. In effect the majority of 
them are living in a preliterate, prescientific era of existence. For various 
historical reasons their social development has not been directed by modern 
knowledge in any field. Literacy when present provides little modern 
scientific or technical knowledge for use in daily living. 

The term ‘ health education’ as here used in reference to these areas 
means the presentation of modern technical factual information directly 
or indirectly related to health and disease, accompanied by guidance in 
its application to the daily lives of the individuals and groups concerned, 
and encouragement of right attitudes regarding individual and com- 
munity responsibility. It is in no sense scientific training, its purpose is 
to increase the sum total of common sense knowledge of everyday life. 
Health education is a most valuable tool in helping the progressive 
development of such groups as these, but it is a tool and not a science. 
It is used successfully by any well trained individual concerned in com- 
munity development, provided he is himself accurately informed of the 
technical health facts relating to his field, and uses good educational 
methods in presenting them. In these areas this tool can be used effec- 
tively at any level of operation, with or without large resources of 
personnel and funds. 

Health education in the present context embodies three modern con- 
cepts of medical practice. Teaching is based on the psycho-somatic 
approach to ill-health, the concept that the mind and emotions, individual 
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or group, have important effects on physical states. Health education 
directed to the physical aspects only, frequently attacks merely a symp- 
tom and not the underlying cause. Obviously this is an important 
approach in societies which still largely use magical practices for diagnosis 
and treatment of bodily ills as well as social crises and catastrophies of 
nature. 

Instruction is developed also from the concept that ill-health is a social- 
economic problem as well as medical. It is essential for success in these 
areas that instruction be based on an understanding of the social problems 
of family and community. This implies serious study of local anthropo- 
logical data. Among these people progressive development may be 
blocked primarily by a widespread disease, such as hyperendemic malaria, 
the eradication of which should come first, for it is essential to progress 
in every other field. More frequently the obstructions to progress lie 
in the social-economic-educational fields, such for example as illiteracy, 
or overcrowding in newly developed urban centres. In the case of the 
crowded urban district the health instructor’s objective against the great 
menace of syphilis and tuberculosis, for example, is best attained indirectly, 
by aiding attack on the more fundamental causes of these symptoms of a 
sick society. 

Implicit also in health instruction is the concept that knowledge alone 
cannot increase anyone’s health. The individual must put this knowledge 
to use and practice himself. Maintenance of health requires individual 
intelligence, effort and self-discipline. Personal responsibility is the first 
fact to be taught in health education programmes to these groups, indi- 
vidually and for the community. This is particularly important for the 
areas under discussion where fatalistic attitudes which inhibit personal 
responsibility toward disease are widely current. Thus the health instruc- 
tor finds himself in the field of ethics as well as the medical and social 
sciences. In Maritain’s phrase, there must be rectitude of will as well as 
perfection of knowledge, for this too is a constituent of community health 
in its broadest sense. 


Factors in Success or Failure 

In studying health education activities under these extremely diverse 
geographical and cultural conditions the following are some of the factors 
making for success and failure which were common to all. 


1. Health education was more effective and permanent in its results 
when technical instruction was related to community development in 
general ; for example, integrated with literacy programmes or improved 
agricultural programmes and when the economic status of the community 
was advancing. 

2. Ineffectiveness of programmes was often due in part to failure to 
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recognise basic problems causing blocks to the development of the com- 
munity or group. Tied in with this was ignorance of local ‘cultural 
values which form mental attitudes, behaviour patterns and practices, 
including reactions to disease. 

Equally important was failure to recognise and make use of potential 
assets to a programme that may be found in local cultural values. For 
example, in marked contrast to the individualism of our own society, 
among certain African societies and American Indians the individual is 
never isolated. The native art of healing is a communal affair, the psycho- 
logical support and participation of the group in the procedures for diag- 
nosis and treatment of the patient are essential for successful results. We 
ourselves are returning to the idea of the ‘ neighbourhood family’ and 
the family unit as a means of preservation of health. Among these groups 
there is already a deep sense of ‘ belonging’ and of being a responsible 
adult member of the extended family or tribe. When the newer know- 
ledge is related to this background, responsibility for community health is 
an understandable and acceptable concept. 

3. One of the basic factors common to all success or failure was the 
use or lack of good educational methods of presenting new knowledge 
and failure to train local aides. New facts or ideas must always be related 
to the known, familiar experiences of the audience and must be demon- 
strably true. Facts must be given in logical order of development which 
is often in the order of their scientific discovery. We have not the 
answers to ill-health, but we have a base-line from which to begin. Man 
is biologically the same the world over and basic biological facts valid 
for mankind can be safely taught, with the local trainees assisting in their 
local application. 

4. Success of health education activities appeared to depend more on 
the personality of the national or foreign organiser than on material 
resources, and on his ability to inspire and train local leadership, which 
is potentially present in all communities. It is especially true -of these 
areas that society depends for its progress on creative, dynamic per- 
sonalities. Personal relationships are of paramount importance. Know- 
ledge and training alone are not enough for leadership. Such a type 
of personality wins the confidence of the group by approaching them as 
adults like himself, knowing that by natural intelligence and acute natural 
perceptions, they have learned and matured through those experiences of 
life which are common to all men. 


Some Illustrations 


The following activities illustrate the importance of some of these 
common factors : 


1. A small group trained in modern public health and health education 
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techniques and with a knowledge of the language, was sent to a large city 
in the high Andes. Spear-heading the health programme with maternal 
and child welfare clinics they failed utterly to arouse interest in them or 
in any other aspect of community health. A non-medical mission group 
of men arrived shortly thereafter. Trained to assess community problems, 
they judged that one of the fundamental problems of health in the city 
was the lack of any trained nursing care in the hospital, a common feature 
at that time of many hospitals in South America. This situation had 
engendered a fatalistic attitude to disease and death, many preferring to 
die rather than be taken to hospital. In such a situation an approach to 
the people via instruction to mothers in care and feeding of apparently 
(to them) well babies was obviously meaningless. The missionaries them- 
selves helped nurse certain cases in hospital. They aroused the leading 
social group of women to request bedside home nursing instruction for 
themselves, a highly unusual request coming from a social group of this 
kind. They were turned over to the first group of health workers for 
practical classes which were most successful. Later they were directed 
to preventive care and community health activities. They assisted in 
various activities in the hospital and persuaded girls of a higher calibre 
to take nursing training. Following these activities maternal and child 
health programmes were developed successfully. 

2. The following demonstrates the necessity for alertness to new com- 
munity problems which may arise in the course of existing work and 
which may cancel out success. A government agricultural development 
scheme had been started in the tropical foothills above the Amazon 
Basin. Families from very diverse social and geographic areas had been 
settled, forests cleared and cultivation successfully set in operation. A 
medical group whose interest and training were in community health 
opened a new hospital and operated it by means of a nurses’ training 
programme for local girls. From the outset they planned a health edu- 
cation project to demonstrate to the people the purpose, activities and use 
of a hospital since many had never had opportunity for medical care 
before. They were extraordinarily successful in making the hospital a 
real part of the community and they themselves were welcomed and 
beloved. Their second year was equally successful in extending health 
work within the community by sanitation, school health, maternity and 
child health classes and demonstrations in the homes in the semi-cleared 
jungle. The site for the development had been selected, among other 
reasons, because of its freedom from mosquitoes and malaria. Following 
the clearing of many shaded water courses malaria became prevalent. 
Failure to recognize the importance of this great menace in its initial 
stages and to take prompt steps for control resulted in the rapid develop- 
ment of hyperendemic malaria. This was followed by great deterioration 
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of general health and vitality which were essential to the success of this 
pioneer enterprise. It also destroyed for the same reason interest in the 
primary activities for community health improvement which had charac- 
terised the people previously. 

3. During the war a small, non-progressive, isolated port community 
in the tropics suddenly found themselves of importance for the supply 
of strategic war materials. From an almost mediaeval way of life they 
were suddenly involved in port expansion and a railway operation to 
bring materials from the interior, in the provision of a safe water supply 
piped from the mountains and other fundamental changes affecting their 
daily life and habits. 

A doctor and social worker, both experienced in community health 
work were installed to set up a health education programme. They were 
assisted technically by the sanitary engineer in charge of some of the new 
installations. They were most successful in guiding the community to 
understanding and right use of new and improved standards of living. 
Beginning with the local teacher and priest they trained group leaders 
from different streets, they used sound teaching methods and practical 
demonstrations, relating all instruction to the live topic of the new ways 
of life opening up for the community. This was accomplished with 
practically no financial resources. 

4. The analysis of blocks to progress in the local community by local 
natural born leaders is sometimes extremely penetrating, as is shown by 
community development in a certain African semi-urban population 
group. This group showed many of the confused and disturbing results 
of fairly recent absorption into the current of western civilisation and were 
in reality a socially ‘sick’ people. Maternal and child health work was 
established among them, one of the primary purposes being to instruct 
mothers in infant feeding and family nutrition. The group had not as 
yet assimilated the changes made by turning from exchange and barter 
to a monetary system and a monthly wage, and as so often happens the 
nutritional status had become lower. 

It was soon found that the basic problem was a social and educational 
one, of which lowered health and nutritional standards were only symp- 
toms. Practical instruction was begun on the right use of money. Efforts 
were made to develop a sense of values among the multitude of store 
goods so recently procurable with money ; help was given on monthly 
budgeting for food and health versus gadgets and show ; practical instruc- 
tion was given to increase home production in order to make the family 
income go further and to counteract the tendancy to work less about the 
home, for there is an increase in so-called laziness among the women 
when the drive to work for food is withdrawn by the provision of the 
husband's wage. 
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Because this was a subject of concern to the men they also became 
interested, and developed activities for community progress of many kinds. 
The group unerringly named and themselves attacked one basic problem 
after another in logical sequence. 

The highlights of their approach included diverse activities. They 
first attacked the geographical isolation of the district by building a road 
for cars and a bridge over the river in place of the native cycle track to 
the highway into town. They discussed the waste and misuse of leisure 
time among the younger adults as a serious handicap to the development 
of the community. They built a football ground and set up other recrea- 
tional, music and dramatic activities. This was important because in the 
previous generation tribal war and hunting had been forbidden, and no 
co-operative, competitive or team activities had emerged to replace them, 
beer drinking had become the main pastime after work in the town. 

They turned next to family life. They considered that improvement 
in their native diet was the single most important need for the betterment 
of daily life, and demanded that their wives be taught new and better 
ways of cooking and the use of a greater variety of foods. The limited 
native diet was increasingly unacceptable because of their changing way 
of life. The only method of cooking was in an open stew pot on stones 
over an open fire. No cooked items in their limited dietary could be 
kept from one meal to the next and the staple corn meal required hours 
to cook, so that a meal could not be served quickly. This was important 
since they lived near a large township and had a constant stream of 
relatives coming from a distance in search of work. This spontaneous 
request for change in food habits came at an opportune time from a health 
point of view, because they had begun to use the poorest type of European 
diet, tea, white bread, cake and jam from the store, in an effort to have 
ready-cooked food to serve, to save time and to escape the deadly monotony 
of the native diet. A change made not merely in an effort to emulate 
the whites, as was sometimes stated. 

Since family food is a family affair the men consented to do their share 
in new food activities while the women learned cooking. The men had 
practical instruction in food values related to health, in the construction of 
ovens from local brick and petrol cans and of cooking pots from the same 
source. An agricultural officer was asked to give advice on growing 
vegetable gardens by the river. An attempt to get more milk from an 
outlying district failed for various reasons. Within two years a Health 
Day show demonstrated the success of this project. Home baked bread, 
roast chickens, garden produce and so on were on display in quantities. 
Furthermore the increased work involved was offset for the women by 
the social prestige acquired and the pride of their husbands. 

Through interest in food, interest in family health developed. Demon- 
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stration of intestinal parasites under the microscope was sufficient stimulus 
to start a wave of deep pit privy building, ownership of which increased 
the social status of the family. Improved house building was another out- 
come of awakening interests, and added to family and community 
prestige. 

This outline of practical concrete activities leaves out of account the 
imponderable changes that took place in the outlook of many of the people 
as a result of the thought, discussion, work and time spent on affairs 
that had civic as well as family values. 

The essential foundations of successful health education in societies such 
as these described are adequate understanding of their anthropological 


background and attack on those disease problems which are to them 
important. 
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MILESTONES IN MEDICINE 
11. THE SWEATING SICKNESS 


By E. AsHwortH Unperwoop, M.A., B.Sc., 
M.D., D.P.H., F.L.S., Director, The 
Wellcome Historical Medical Museum ; 
Hon. Lecturer, University of London. 


Ir there are ‘ milestones’ in the history of disease, then surely the 
appearance of a new disease constitutes such a landmark. Such occur- 
rences are very rare, even though the physician to-day sometimes has 
to deal with the late results of epidemic encephalitis, a grim new disease 
which first appeared in 1917 and which attacked many during the follow- 


ing ten years. Another new disease had a longer reign. It was the © 


English Sweat (Sudor Anglicus) which first appeared in 1485, and which 
caused epidemics subsequently in 1508, 1517, 1528 and 1551. Much can 
be said against it, for it could at times cause many deaths. If we cast 
on it a respectful glance, it is because of the success with which it has 
preserved the secret of its nature, and because it produced the first 
monograph in the English tongue dealing with a single disease. 

There is no question that the first appearance of the Sweating Sickness 
was bound up with the army of Henry Tudor which overthrew Richard 
III at Bosworth Field. It used to be said that the disease broke out 
when Henry landed at Milford Haven on August 6, 1485 ; but from 
contemporary evidence the disease seems to have appeared first in London 
sometime after the battle, when Henry’s Norman mercenaries were 
swarming in the capital. The disease was characterised by a very sudden 
onset, with pain in the chest, back, head and limbs, followed by profuse 
sweating. The whole illness was often over in twenty-four hours. 
Severe cases experienced anguishing pain over the heart and cerebral 
symptoms. If death took place, it usually occurred within twenty-four 
hours from the onset. Unfortunately, many died, though the few con- 
temporary records of events apparently gave grossly exaggerated mortality 
figures. The disease also appeared in Oxford, where it lasted a month 
or six weeks, and in some other places. 

Twenty-three years later (1508) the disease again broke out, and it 
severely restricted the movements of the King. In August of that year 
prayers were said in St. Paul’s because of it. In 1517 there was a third 
epidemic and it began to spread over England. At Oxford most of 
the students fled from the town, but more than 400 died of the disease. 
The onset was very sudden, and competent observers remarked that it 
was dangerous to take a cold drink during the bout of sweating, or to 
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expose the skin to the air. There was apparently also a marked tendency 
tor relapses to occur. Cardinal Wolsey had two relapses in a few days. 

There was a Fourth Sweat in 1528. Though beginning quietly about 
the 5th June, it soon caused apprehension. On the 16th Henry VIII, 
then at Greenwich, was perturbed because one of Anne Boleyn’s maids 
had it. While 200 had had it in London by the 16th, by the end of 
the month there had been 40,000 cases with 2,000 deaths. In the follow- 
ing year the sweat had spread to most of Europe eastwards to the Oder, 
but France, Spain and Italy were not affected. 

We hear the last of the sweat in the fifth outbreak of 1551. This 
appeared first in the spring, and it proceeded south from Shrewsbury, 
to Coventry, Oxford and London. In the capital the outbreak lasted 
three weeks. In the eastern and southern counties it lingered till after 
the end of August, and by the end of September it was extinct. 

It was this Fifth Sweat which inspired our first description of a 
disease in English. That learned scholar and physician John Caius 
(‘ Keys’), who was later to refound Gonville College at Cambridge, 
published in 1552 a small work of 39 pages entitled A boke or counseill 
against the disease commonly called the Sweate or Sweatyng Sicknesse. 
Three years later he wrote on it a more professional work in Latin. 
Caius says that the disease is not a sweat only, but also a fever, and he 
calls it an Ephemera, because it lasts one natural day. He gives a 
graphic description of the symptoms: “ peine in the backe, or shoulder, 
peine in the extreme partes” (i.e., the arms and legs) ; “ grief in the 
liver and the nigh stomacke” ; “ peine in the head, & madnes of the 
same” ; “* passion of the hart.’ He said it affected all ages, but more 
those in middle life. Although he attributed one of the causes to 
“infection,” this does not mean that he had any idea of the principle 
of a ‘ living contagion’ ; for him the word infection meant an exhalation 
drawn by the sun and wind from the moist ground. In dealing with 
prevention he has some amusing—and no doubt timely—expressions. 
Stressing the importance of diet, he counsels that ‘ meates be healthful 
and holsomly killed.”” But when we glance down the lists of native 
and foreign foods and fruits which he advises, we can almost hear the 
Tudor tables groaning in effort, and stomachs in unpleasurable antici- 
pation. The last of his many protective measures which I shall quote 
surely has a modern echo: “‘ The drinke of swete malte and good water 
kyndly brued, without other drosse nowe a daies used.” 

“What was the sweat ? We do not know. It resembled influenza 
in many respects, but epidemics of what was apparently true influenza 
occurred during that period—especially in 1510. On the whole it is best 
to regard the sweating sickness as one of the rare morbid curiosities 
of the past. 
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THE PREVENTION OF INFECTION— 
AN ELEMENTARY REVIEW OF 
MODERN THINKING 


By Anprew Toprinc, M.A., M.D., 
D.P.H., F.R.C.P., Dean of the London 


School of Hygiene and _ Tropical 
Medicine. 


In the old days, outbreaks of infectious disease were usually attributed to 
some malignant deity, or to a beneficent one who wished to give prac- 
tical demonstration of his wrath at the bad behaviour of his people. Thus 
Typhus fever which was the dreaded and ever-recurring scourge that deci- 
mated Europe in the middle ages and which, up to comparatively recent 
times, was of regular occurrence in assize courts, gaols and other places 
where large numbers were congregated in insanitary conditions, was 
always regarded as an unavoidable ‘ visitation’. It has been wiped out 
since it was discovered to be due to the bite of a louse. You may 
remember that magistrates were frequently stricken and that, to this day, 
a bunch of sweet-smelling hyssop is placed on the bench to:ward off what 
was thought to be the poisonous emanations of the criminal classes. 
Similarly in the case of plague, discovery of the real cause has made pre- 
vention comparatively easy. The great plague of London was confidently 
regarded as a punishment for their evil courses descending from on high 
on the citizens of King Charles II’s capital city. We know now that 
plague is primarily a disease of rats which is carried from one to another 
by fleas. The flea much prefers the rat but, just as rats themselves leave 
a sinking ship, so do fleas desert the dying rat, and, if they cannot find 
a convenient rat, they jump on to a human being—it is a blessing to all 
concerned that the record long jump of the flea is only seven inches. 
As the true cause was not known prevention was impossible and, when 
we remember the appalling insanitary state in which the people of London 
lived, we cease to marvel at the ravages of the disease. Personal cleanli- 
ness was unknown ; we know how pleased Pepys was if, after his weekly 
vermin-hunt, his bag was of reasonable dimensions : there was scarcely 
a house which boasted a bath: women’s hair was only unbound when 
the fashions changed, and they did not do so with anything like the 
frequency they do to-day. Rats were everywhere and once the disease 
was introduced, probably from a ship from overseas, the ubiquitous flea 
was there to spread it broadcast. 
Just one other example of how knowledge of the cause opens the way 
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for prevention: Malaria has been for generations the main crippling and 
killing disease of tropical and sub-tropical countries and was, in the old 
days, responsible for much illness even in temperate countries like ours. 
It was appreciated that it was most rife in low-lying areas where marshy 
or other stagnant water abounded. Quite naturally it was thought to be 
due to an emanation from the ground and that little could be done to 


lessen its ravages. Now whole areas which used to be almost uninhabit- | 


able are entirely free from the scourge—one may cite the Panama Canal 
Zone, the Roman Campagna and the Singapore dock site—and this 
achievement is directly attributable to the real cause being discovered by 
Sir Ronald Ross, Sir Patrick Manson and their fellow workers. They 
showed that malaria was caused not by poisonous miasmata from the 
ground but by the bite of a mosquito whose natural habitat was marshy 
ground and stagnant water. Prevention followed inevitably, and drain- 
age of marshes, raising the ground level and cleansing of river and pond 
banks and surfaces have shown the way to the ultimate elimination of 
malaria. More recently regular spraying of houses with a D.D.T. 
solution has produced amazing results—kill the adult mosquito and 
there will be no larvae ! | 

By analogy with the diseases described it is obvious that prevention of 
communicable diseases depends on our knowledge of their causation. 
Now the causes of the commoner diseases with which we have to deal 
in this country are known and it is up to us to spread this knowledge 
so that every one will have an opportunity of avoiding infection. 

All infectious diseases are caused by microbes or viruses which are 
infinitesimally small: thousands of them could be carried in comfort on 
the point of a pin. They are much smaller than the dust motes which 
you see flying about in a sunbeam striking across a room. It is impossible 
to rid the domestic atmosphere of these dust motes, however clean the 
house may be and it is equally impossible—except in places like the top 
of Snowdon—to eliminate completely these common microbes. So you 
will see that even though we know the cause, prevention is not so easy 
in these diseases as it proved in typhus, plague and malaria, where the 
germ is carried in the body of a comparatively huge insect like the louse, 
flea or mosquito. Luckily for us we do not catch the disease these 
microbes carry every time we are brought in contact with them : normally 
they are comparatively harmless but, for reasons not yet fully understood, 
they do, at intervals, get a new access of vitality and become more 
virulent ; and so more and more people become infected. It is only at 
such times of increased potency on the part of the organism, or when he 
is attacked by overwhelming numbers, that the healthy individual is 
unable to resist them. The majority of us harbour some of these microbes 
in our throats and noses and they do us not the slightest harm so long as 
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our throats and noses are in a healthy condition and we are otherwise 


fighting-fit. 


Healthy Nose and Throat 


This, then, is the first big step in prevention of infectious disease : to 
make sure that we and our children have no unhealthy tonsils, adenoids 
or nasal sinuses which will provide permanent board and lodging for 
these non-paying guests. I stress the word “ unhealthy ”: the healthy 
tonsil tissue is a help in resisting invasion by microbes but, where it is 
diseased, it is a grave source of danger. The healthy covering membrane 
of these parts gives short shrift to the invaders but where they can snuggle 
in, put their feet on the mantelpiece, as it were, and start in to raise a 
family, sooner or later they are going to cause trouble. The human blood 
is resistant to microbes and, when in good condition, can deal with 
thousands of them: but if a child is run-down and, if the blood has not 
got a full supply of oxygen, the germs have a much better chance of sur- 
vival. We must, therefore, do all in our power to ensure that the atmos- 
phere in which we live is a healthy one. Without a plentiful supply of 
oxygen in our blood we cannot be fit and we are an easy prey to harmful 
organisms : living in a stuffy atmosphere is just asking for trouble. 

The first steps in prevention are, therefore : 


A healthy nose and throat. 

General physical fitness. 

A liberal supply of fresh air at all times. 

Personal and domestic cleanliness. : 


I realise that these are counsels of perfection and that we cannot by 
taking thought add oxygen to our atmosphere in the prevailing condi- 
tions of rush-hour travel and congestion in indoor places of amusement, 
but we can do a lot to ensure that we and our children have healthy air 
conditions at home and take plenty of open-air exercise. As for the state 
of throat and nose there are facilities for every child, however poor, to be j 
thoroughly examined by expert medical officers, in the school medical 
service and elsewhere, and to have any necessary treatment done. 

General fitness is within the reach of those of us who are not too lazy, 
self-indulgent or bone-headed. One essential thing, however, is to ensure 
sufficient nourishment of the right kind for all growing children: this 
is at least as important as fresh air. Fortunately the authorities are 
becoming more and more alive to the impossibility of rearing an Ar 
nation on C3 food and there is no question that the publicity being given 
to the right types of food and the quantities necessary has resulted in 
many of our poorer kiddies getting a better start in life. Ignorance of 
food values is not confined to the poor and much money is wasted on 
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unsatisfactory articles of diet to the exclusion of milk, vegetables and good 
old-fashioned stock-pot or stew-pan products. We must not forget the 
part played by a sensible diet with as much milk, vegetables and fruit as 


the budget will run to, in promoting general fitness and consequently 
resistance to infectious disease. 


Immunity 


Before leaving the general aspects of the problem for a discussion of 
certain diseases in greater detail, let us consider the important problem of 
immunity which, like fresh air and a healthy body, is applicable to all 
infections. 

We all know of children who, although very openly exposed to an 
infection and in close and continuous contact, do not themselves develop 
it. The reason is that their blood contains such a large proportion of 
counteracting or protective bodies that the infecting microbes cannot gain 
a lodgment in sufficient numbers to cause disease. Such an individual 
is said to be immune, and his completely resistant state is spoken of as 
Immunity. Immunity may be of several varieties: firstly it may be 
natural, that is to say that a child inherits from its mother resistance to 
an infection. This natural immunity to most infectious diseases is the 
rule rather than the exception during the first six months of life but, in 
addition to this transient natural immunity, some children are lucky 
enough to be endowed with a permanent resistance or insusceptibility 
to a particular infection. Then there is acquired immunity, which fol- 
lows either an attack of the illness or constant exposure to small doses 
of infection none of which is, in itself, sufficient to break down the 
natural resistance. In each case protective bodies have been manufactured 
in the blood in response to the challenge of the harmful microbe. 

Proof of the immunity derived from constant exposure without actual 
illness, is found in the fact that the blood of practically all adults living 
in a populous area contains protective bodies against measles, although 
many of them are known never to have had the disease. Quite different 
is the picture when adults from areas where, for example, measles is 
not common, are brought into contact with it. They tend to go down 
like flies and have the disease in a very serious form, e.g., New Zealand 
troops and those from the remoter districts of the Scottish Highlands 
during the first world war. 

Thirdly, there is artificial immunity, about which not nearly enough 
is known to the general public. It has been proved conclusively that 
protection almost as complete as that conferred by an attack of the disease 
can be achieved by the injection of tiny quantities of chemical products 
from the bodies of dead microbes. We have already seen how the blood 
acts as policeman for the body and how it not only rounds up the invading 
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criminals but manufactures protective bodies to make sure they never 
break in again. Exactly the same thing happens if the bodily defence 
mechanism is set in action by a false alarm, caused, in this case, by the 
injection of an entirely harmless product of the microbes themselves. 
The results in the diseases to which this immunisation is applicable have 
been so uniformly good that we hope it will be available for many more 
in the near future. 

Diphtheria, smallpox and enteric or typhoid fever are three excellent 
examples. Children can be made so immune to diphtheria that they will 
escape entirely from an infecting dose large enough to cause serious ill- 
ness and possible death in the unprotected child ; and, even if they are 
exposed to such a massive infection that the disease does develop, they 
will have it in a very mild form. Moreover, the experience of Ontario, 
where the nearest approach to 100 per cent immunisation of children 
has been achieved, shows what can be expected—diphtheria has prac- 
tically disappeared. Its incidence in this country has fallen to negligible 
numbers as the result of immunisation. In the same way successful 
vaccination against smallpox is a practically perfect preventive for a period 
of years ; experience in the late war, where enteric was of comparatively 
rare occurrence, even although men were living for months in the insani- 
tary conditions which, in the Boer War, were responsible for this disease 
killing more of our troops than did enemy action, proved conclusively the 
value of protective inoculation. I am fully aware that there are people, 
many of them with, no doubt, the highest motives, to whom anything in 
the nature of inoculation is anathema. But they are wrong: protective 
inoculation has been proved both scientifically and by experience to be 
of the greatest value. 


Streptococci 

Scarlet fever is one of our commonest infectious diseases. Up to quite 
recently it was not realised that the usual form was only one variation 
of a group of diseases caused by a microbe called the streptococcus. The 
distinguishing feature of this type, as the name indicates, is a bright 
red rash all over the body. The streptococcus is responsible for many 
cases of tonsillitis, for some types of rheumatism, for rheumatic fever, 
for puerperal or lying-in fever, etc. Bacteriologists have up to date 
identified some 30 different types of the germ—they have not yet caught 
up with Mr. Heinz and his 57 varieties but they are getting on that way. 
Now scarlet fever can be caused by several of these, and an attack due 
to one type does not necessarily protect the sufferer from an almost 
similar illness due to invasion by another variety ; this explains the com- 
paratively frequent occurrence of second attacks or ‘relapses’. Strepto- 
cocci are very commonly found in healthy noses and throats and, as I 
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have pointed out, they cause illness only when they gain increased viru- 
lence, when they are present in overwhelming numbers, when they have 
unhealthy throat conditions to encourage them, or when the individual is 
not up to the mark. It is utterly impossible to avoid exposure to these 
organisms, so wide is their distribution. All we can do is to get our 
general health up to the mark, keep our throats and noses in a healthy 
state and avoid, as far as possible, breathing foul air in unhealthy sur- 
roundings. Unlike diphtheria, scarlet fever does not lend itself readily 
to permanent immunisation although protection for a brief period can 


be achieved ; and that is useful with definite close contacts in a hospital 
ward. 


Measles and Whooping Cough 


Measles and whooping cough deserve special mention: they are both 
diseases which attack very young children and, not only are they serious 
in themselves as acute illnesses, but they are often followed by complica- 
tions and constitutional weaknesses which may have very tragic results. 
Like the other common infections they are spread from the throat and 
nose of sufferers. They are very infectious, the most dangerous periods 
being during the catarrhal or nose-running stage before the rash appears 
in the case of measles, and before the whoop manifests itself in the case 
of whooping cough. Measles, luckily, is not infectious for more than 
about seven days after the appearance of the rash: whooping cough is 
not infectious for more than six weeks from the commencement or four 
weeks from the first ‘whoop’. After this stage the ‘ whoop’ is almost 
always an entirely mechanical phenomenon and the organisms which 
cause the disease have been completely got rid of. 

There is a tendency to look upon these illnesses as trivial and as 
something that every child must catch. This is a mistaken view and 
every mother should do her best to shield her child from them as long 
as possible. If children avoid them till they are seven or eight years old 
the chances are that they will have developed a considerable degree of 
immunity by constant exposure to very small doses of infection. So 
even if they do contract them, they will not run the same risk of dangerous 
complications as do the very young. While either disease is prevalent, 
children under school age should, therefore, be kept away from other 
children suffering from running colds or catarrh. Very careful investiga- 
tion of the value of protective inoculation against whooping cough is 
being carried on now and the results are encouraging. It is not yet a 
cast-iron certainty as in the case of diphtheria but it certainly protects 
in many cases. There is a means of protection against measles but the 
immunity produced i is of short duration: by a modification of the same 
method of injection a child exposed to infection may be assured of having 
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a very mild attack which, although sometimes so trivial as almost to 
escape notice, confers permanent immunity. 


Bowel Infections 


Infectious diseases of the bowel—typhoid and paratyphoid fever, the 
dysenteries and enteritis—are in quite a different category to those we have 
been considering. Obviously the infection in these diseases is not normally 
conveyed from the throat and nose. Even to-day, when so much of the 
false modesty and prudery of the past has been replaced by a frank willing- 
ness to face facts, it is difficult to discuss these diseases in simple language 
without laying oneself open to a charge of vulgarity. Be this as it may, 
it must be clearly understood that the infection in these diseases invariably 
comes from the bowel or urinary discharges of one human being and is 
eventually introduced to another by way of the mouth. It is not often 
by direct transmission although this is possible: you can easily visualise 
an individual who is recovering from an attack, which may or may not 
have been correctly diagnosed—often such cases are nursed and labelled 
gastric influenza or simple diarrhoea—being careless in his personal toilet 
and carrying the causative germs on his hands whence they could readily 
be transferred by touch to some other persons hands and thence to his 
mouth. Much more frequently the organisms reach other people through 
food, particularly milk, handled by such a case or by a carrier. We have 
seen that some persons harbour disease organisms long after they have 
recovered ; and this is especially true of these bowel diseases. Food 
poisoning has become much more common in the last few years largely 
because a greater proportion of the population takes meals in canteens 
and restaurants where a single source can infect large numbers ; another 
cause is the greatly increased consumption of prepared or ‘ resurrection ' 
foods which are not subjected to high temperatures immediately before 
being served. The microbes which cause these diseases come from the 
bowel, the hands, especially if there are any sore spots, and the nose 
or throat of those preparing or serving the food. It is very important 
that the health of all who deal with production or distribution, of food 
stuffs should be above suspicion, and it is surely not too much to expect 
that they will be meticulously careful in personal cleanliness. 


Disinfection 

Until recently it was the invariable custom to seal up rooms and expose 
them to a concentration of formalin or sulphur vapour after an infectious 
case had occurred. This was considered necessary because it was not 
realised how short is the life of most of the harmful organisms outside 
the human body. Most health authorities would be only too glad to stop 
routine terminal disinfection—many have already done so with excellent 
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results—but they realise that public opinion is not yet ready for this 
apparently radical change of methods. The only real good that fumiga- 
tion does is to make such an infernal mess and stench that the housewife 
has, in desperation, to throw the windows wide open and get busy with a 
bucket of water and plenty of soap and elbow-grease, which was all that 
was necessary in the first place. This is particularly so in the case of 
schools where ventilation is regular and thorough and where the children 
are only in attendance for a short part of the 24 hours. The infection 
goes direct from the throat and nose of one child to those of another : 
it does not survive overnight in a class-room under proper conditions of 
cleanliness and ventilation. Of course, sheets, handkerchiefs and other 
articles soiled by the patient must be boiled and when you are dealing with 
bowel infections great care must be taken to disinfect stools and other 
discharges, but speaking generally, the microbes which cause ninety per 
cent or more of the common infectious diseases of childhood do not survive 
for more than a very few hours in a clean, well-ventilated room. 


Conclusion 


The vast majority of the common infectious diseases are caused 
by microbes or organisms which live in the throat and nose: under 
certain circumstances, particularly where there is any unhealthy condi- 
tion of these parts, where the general health is run down, where there is 
a shortage of clean fresh air, or where, as happens from time to time, the 
organisms become especially virulent, children who come in close contact 
with the person carrying the germs may develop one of these diseases. 
Among the illnesses carried in this way are—diphtheria, measles, German 
measles, scarlet fever, mumps, whooping cough, meningitis and influenza. 

The bowel infections are the result of some breakdown in personal, 
domestic or public cleanliness. So we must all insist on clean, uncon- 
taminated food and keep it free from flies and dirt. We must be par- 
ticularly insistent on hand washing after performance of the normal bodily 
functions and before partaking of food. 

It is impossible to avoid the common diseases altogether, living as we 
do in urban conditions with regular contact with our fellows, but we can 
do much by concentrating on general fitness, health of the throat and 
nose and on healthy conditions of atmosphere and life generally. Finally, 
where medical science has pointed the way to protection for ourselves 
and our children, either completely or in part, by means of inoculation, 
it is criminal folly to refuse to take advantage of it. 
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RETHINKING LEPROSY 


By James Ross Innes, M.D., D.T.M., 
Interterritorial Leprologist, under the 
East Africa High Commission, for 
Kenya, Uganda and Tanganyika. 


Ir is estimated that there are in the world today something like ten 
million cases of leprosy. The subject of leprosy is therefore important ; 
and the discovery and present use of a group of effective drugs for 
leprosy, namely the sulphones, is of great significance to all concerned 
with world health. Yet these hopeful drugs come to us when the old 
backlog of confusions, horror, ostracism, and archaic thinking about 
leprosy, are still with us. There is therefore much need for us to 
re-examine our concepts concerning leprosy, to realise that leprosy is 
just another disease which is curable and eradicable, and to disentangle 
from it the ‘ affect’ of horror and social stigma that all peoples have 


loaded on to it. So I propose in this article to make an attempt to 
rethink leprosy ; and in doing so, I shall incorporate facts personally 
established in an extensive leprosy survey recently made in East Africa, 
in which I have studied the living conditions of the people in relation 
to leprosy and have personally examined samples of the population all 
over the country to the total of 182,647 persons. 


The Nature of Leprosy 


Leprosy is a disease mainly of skin, mucous membranes and nerves, 
and is caused by a specific germ, the Mycobacterium leprae. Once 
acquired, the disease is slow to show itself, and long lasting. If death 
comes, it is usually not from the leprosy, but from some intercurrent 
disease. It causes much deformity in its long course, the most striking 
examples being the swollen lumpiness of lepromatous or skin leprosy, 
and the secondary loss of digits, and claw hands of polyneuritic leprosy. 
- It is both infectious and contagious, but only mildly so. The general 
idea is that one can acquire leprosy in a flash, by talking to or shaking 
hands with cases of leprosy. That is nonsense. One needs long and 
oft repeated contacts with an infectious case. In fact, one needs to live 
with a case for a long time, and furthermore, one must be young to run 
any great risk. I doubt very much if anyone over 35 or 40 years can 
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possibly acquire leprosy de novo, and most cases of leprosy are acquired 
in childhood. Leprosy is not hereditary. To sum up, leprosy is acquired 
by living with an infectious case when one is young ; it is not acquired 
in the market place, but in the home, or at least under a roof, and when 
one is young. If there is poor cubic air space in the home, dirt, and 
overcrowding, then the chance of infection is very much greater. 
Here, then, we come to the social roots of leprosy, lack of light and air 
in living conditions. If we could provide for every sleeper in a house 
a minimum of 1,000 cubic feet of air to himself, we should start the 
eradication of leprosy anywhere. To develop the idea further, one is 
quite convinced that if any tribe having cases of leprosy abolished all 
huts and lived entirely in the open night and day, leprosy would die out. 

The reader will have begun to detect in leprosy a strong resemblance 
to tuberculosis. In fact, their very causative germs look very much alike. 
Lack of light and air are dangerous in both. There is one form of 
leprosy which is internationally labelled ‘ tuberculoid’, which means, 
‘like tuberculosis’. Tuberculosis likes the lungs and can be conveyed 
in food ; these are the main differences, but leprosy likes the larynx, 
and has a skin form which has even been mistaken for skin tuberculosis. 
There are all sorts of resemblances in the two diseases. There is. not 
the slightest doubt, moreover, that any public health measures which 
strike really hard at leprosy will do the same for tuberculosis, and 
vice versa. 

Insect vectors of the leprosy germ to man have not been incriminated 
beyond doubt. The commonest method is probably ordinary droplet 
infection, backed up in some cases by entry through minute skin abra- 
sions, and in each case a prolonged attack is necessary for the leprosy 
germ to gain a hold. 


Lessons from an East African Survey 


I have recently completed a survey of leprosy in East Africa that has 
given me a marvellous opportunity of studying leprosy in its natural state, 
untreated and sometimes unnoticed in a people, and not confused by the 
selectivity which a leprosarium exerts. The leprosy picture was pure. 
On sorting out for study all the cases of leprosy in a group of tribes, 
the following startling facts emerged. . . . 

Out of every 10 cases only 2 were infectious, and 6 were curable—3 
of them easily so ; 8 were living in crowded communities, and 8 in house 
contact with an average of 3 children ; 8 were living in a climate of 
high average atmospheric humidity ; and i in all cases the available cubic 
space in the home was grossly inadequate. A thoughtful study of these 
points will reveal quite a lot about leprosy and how it spreads and 
remains in a people. 
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Control of Leprosy 


Leprosy is so eminently and easily preventable that it is about time we 
gave up our usual morbid and stultifying horror of the disease and 
sensibly got to work. The first thing will be to avoid the easy and 
futile archaism of compulsory notification and control of leprosy patients. 
Moses and the Middle Ages had to do that because diagnosis was at a 
low ebb and they had to be both inclusive and strict to achieve any effect 
at all. The modern world at large has learned the dangers of com- 
pulsion, in its tendency to drive leprosy ‘ underground’, and to cause a 
country to end up with more leprosy than it started with ; the modern 
plan is to rely more on the ‘ attractive’ policy. The lines of this are to 
establish a sufficient number of well run and well staffed leprosaria and 
associated treatment centres to which leprosy cases will come because they 
want to. Make no mistake about this. If one does a good job in leprosy 
treatment, the patients will be only too glad to come, especially nowadays 
that we have the aid of the hopeful sulphone drugs. Then in addition, 
emanating from the leprosaria and from all suitable agencies there should 
be a stream of propaganda designed to inform the public of the true 
nature of leprosy and to persuade them to give up their archaic attitude 
towards it ; especially should they realise the house nature of the infec- 
tion, the very great danger to children, and its association with bad living 
conditions. We must have a prepared public to avoid difficulties in 
getting our cured patients back to civic life. Amongst African peoples 
we can achieve a great deal whilst the anti-leprosy structure is being 
erected by attacking their failure to use home segregation of known 
cases and their failure to separate children from home contact with 
known cases. 

Since only about one in five of all cases is infectious, if a good lepro- 
sarium exists to make the decision, a country may even manage to leave 
the non-infectious in modified home segregation under supervision, and 
gather the infectious into leprosaria for treatment. Whatever be chosen, 
the point about the separation of children must never be forgotten. For 
those left in home segregation, treatment facilities will need to be provided. 

Control of leprosy in Britain is formless and chaotic, because we have 
been so long without an appreciable number of cases ; but the postwar 
accretion of leprosy cases has reached (on one estimate given to me) 
some 200 cases. This surely requires action on the lines I have just 
stated. A good central British leprosarium is called for, and the neces- 
sary propaganda should then be started to ensure that all wandering 
and scattered cases come voluntarily for treatment and advice. As a 
result of my observations in Africa, I suggest that any new British 
leprosarium be placed in the driest spot in the island because a dry 
atmosphere gives one a long start in the treatment of leprosy. 
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The Future of Leprosy Control 


Any country can tackle, if it wants, the problem of leprosy, and aim 
at its complete eradication. It has been done before by enlightened policy, 
as in Norway, and these days surely it can be done much quicker with 
our modern aids in therapy. A great deal of help can be given by 
concerted worldwide action, directed and encouraged by the United 
Nations, and I hope that such central help will be forthcoming. 


THE NATIONAL ASSOCIATION FOR THE 
PREVENTION OF TUBERCULOSIS 


Patron : H.M. Tue Kinc 


President : H.R.H. Tue Ducness oF KENT 


Chairman : Her Grace Tue DucuHess oF PorRTLAND 


The National Association for the Prevention of Tuberculosis was formed in 
1899. On the occasion of its Jubilee, H.M. The King sent a gracious message 
saying that in the past fifty years the Association had done much to answer the 
question asked by his grandfather, its first President—‘ If preventable, why not 
prevented 

The affairs of the Association are managed by a Council of thirty members. 
One half are specialist doctors and the other half are distinguished laymen. A 
voluntary body in the widest sense, with a large membership of the general public, 
the Association devotes its whole energies to research, pioneering and education in 
tuberculosis. It receives no financial support of any kind whatever from any 
Government Department. 

Finances are derived from legacies, subscriptions, donations, the sale of publica- 
tions and the Christmas Seal Sale. The Christmas seals are small coloured greet- 
ings stamps, sold for one-halfpenny each. They stimulate public interest in the 
fight against tuberculosis. 

Research is carried out at home and in the British Colonies. Regular publica- 
tions include Tuberculosis Index and Abstracts of Current Literature (quarterly for 
specialist doctors), N.A.P.T, Bulletin (bi-monthly for members), Health Horizon 
(quarterly popular journal) and the N.A.P.T Handbook of Tuberculosis Activities. 

The Association has a Sanatorium Matrons’ Section and a Medico-Social Section. 
It has also a Social Welfare Department under which an Art Therapy Scheme has 
been established in over 150 sanatoria. From time to ume Commonwealth and 
Empire Conferences are convened. 

Headquarters ; Tavistock House North, Tavistock Square, London, W.C.1. 
(Telephone: EUSton 3012-3013-3014.) 


The tenth in a series of notes on major voluntary organisations that undertake 
health education work. 


140 


: 
Re; 
+ 
‘ 
| 
$ 


Hith. Educ. J., 1950, 8, 141 


FILMS 


ANOTHER CASE OF POISONING. 1949. Black and white. Sound. 
15 mins. 16 and 35 mm. Central Office of Information. Made for 
the Ministry of Health with the collaboration of the Central 
Council for Health Education. On free loan from the Central 
Film Library. 


This semi-humorous film is intended for use before or after a lecture on food 
poisoning and the necessity for perfect cleanliness in the handling of food, 

Mr. Norris arrives home from work feeling unwell and soon develops a high 
temperature ; the doctor arrives and sends him to hospital. 

The history of his food is traced throughout the previous few days. His wife 
bought pies where flies were abundant ; he dined out at a restaurant where dirty 
spoons were used and food was picked up and used after being dropped on the 
oor ; he himself forgot to wash his hands after using the W.C.; the butcher 
allows the cat to sit on the paper in which he wraps the food. 

The action of the film is rapid and many important points would pass unnoticed 
unless a lecture had preceded it. 

Straight photography is used throughout and the slightly humorous vein pre- 
vents the story from seeming too tragic. 

It could be recommended to any audience. 


L. E. H. 


DIGESTION. 1949. Technicolour. Sound. Part I. 16 mins. Part 
II. 20 mins. 16 and 35mm. A Gaumont British Instructional 
Classroom Film. For sale or hire from the G.B. Film Library, 
Aintree Road, Perivale, Middlesex. 


The first part deals with the anatomical and physical aspects of digestion and 
the digestive organs—the chewing and swallowing of the food—the arrival of 
digestive juices—the churning in the stomach—peristalsis in the intestines. Finally 
come the absorption of the digested food, water and salts through the walls of the 
small intestine into the blood. Animated diagrams are used throughout. 

Part II is not intended to be a continuation of Part I, but to be used at a dif- 
ferent time and so some revision of the earlier part precedes the chemistry of 
digestion which is its special theme. It is an ingenious attempt to illustrate the 
breaking down of the large molecules of starch, sugar, proteins and fats into smaller 
molecules in the parts of the alimentary canal where these changes take place. 
For instance, starches are represented by large yellow squares which start to sub- 
divide into smaller ones in the mouth, and continue to do so in the middle of the 
stomach and in the duodenum. The absorption of the digested food into the blood 
and lymph and the routes taken in distribution to all parts of the body end the 
process. 

This excellent and beautifully made film won a Special Award in the Physiology 
Section at the Venice Film Festival. 

It is eminently suitable for senior forms in grammar schools, for pre-nursing 
students and for 1st M.B. students in colleges. For the latter two groups it is not 
sufficiently technical but it has the advantage of showing movements with which 
they do not always prove themselves familiar especially if they have poor visual 
imagery. 
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THe Goop Neicusour, Vol. II, No. 2 


March 1g50 (National Council of 


Social Service Inc., 26 Bedford 
Square, W.C.1. Alternate months. 
Pp. 24. Annual subscription §s., 


single copies 1s.) 


This is a useful publication touching 
on many aspects of life as it is lived 
today by the average woman. It con 
tains information not readily available 
in popular form on the different educa- 
tional and vocational opportunities that 
exist for women at present, and the ser- 
vices available for the welfare of the 
public general 
particular. 

The housewife reading through the 
pleasantly set out pages would gain 
much knowledge of how things work 
in a modern community such as ours, 
committed to the principles of social 
welfare. 


and women in 


ANNE BurGEss. 


Maternity AND WELFARE SURVEY 
(National Association for Mater 
nity and Child Welfare, 5 Tavistock 
Place, W.C.1. Quarterly. Pp. 32. 
Price 2s. post free, 7s. 6d. per 
annum.) 


The National Association for Mater- 
nity and Child Welfare is to be con- 
gratulated on this very useful quarterly, 
whose 30 pages of pleasantly clear type 
contain a wealth of information on all 
subjects relating to child health. Begin 
ning with the latest relevant statistics it 
covers the activities of the various ser 
vices for mothers and children, recent 
developments in the field of prevention 
and treatment of ill health of children 
in various parts of the world, and the 
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latest ideas or proposals for the educa 
uon of both the child and its parents in 
the care and maintenance of health. It 
ends with a list of relevant reports, 
books, films and filmstrips, and a refer- 
ence to any forthcoming conferences. 
Apart from reports ot various confer- 
ences the information is mainly factual, 
wherever possible giving figures which 
most helpfully silhouette the outstand- 
ing features of the matter under 
discussion. 
ANNE Burcess. 


Day, by Cyril Bibby 
(Macmillan & Co. Ltd. — 1949. 
Pp. 93. Illus, Price 2s. 3d.) 


The content of this book is really an 
account of an ordinary day in the lives 
of the two principals, Peter and Anne, 
aged about eight and nine. 

An interesting innovation is a double 
preface—one for teachers and one for 
parents—thus the necessity for co-opera- 
tion between home and school is well 
brought out. 

The general plan of presentation is in 
the form of a story in which the day 
is divided into five convenient periods, 
namely, early morning, morning school, 
lunch time, afternoon school, and even- 
ing. Each section is adequately illus- 
trated and stresses the importance of 
regular habits and the reasons for their 
being carried out. The various meals 
are given special consideration—fresh 
eggs are tantalisingly prominent. De- 
mands by the children for these com- 
ponents may place Mummy in an 
embarrassing position and defeat the 
aititude created by the book. 

The amount of space devoted to 
safety training is most appropriate and, 
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as the author asserts, is truly part of 
Health Education in that it is a pre- 
ventive measure. 

The conversation that takes place in 
the school elucidates in a straightforward 
manner how infection is spread, how 
well known animals, including humans, 
succour their young, where the young 
develop before being born, and the value 
of suitable food for the development and 
care of the teeth. 

Family life also plays its part as re- 
vealed in the attitudes and examples of 
co-operation between the various mem- 
bers, although Peter and Anne do seem 
just too perfect. 

Each section terminates with a series 
of pertinent questions based on relevant 
subject matter. 

In the hands of an enthusiastic teacher, 
this interesting story should assist in 
“encouraging a positive emotional atti- 
tude towards health” and “to present 
Health Education as active doing rather 
than as passive reception”. 


C. A. P. Nosewortny. 


READABLE PHysioLoGy AND by 
J. Argyll Campbell. (G. Bell & 
Sons Ltd. 1949. Pp. 229. Illus. 
Price 5s.) 


This new and revised edition of 
Readable Physiology and Hygiene takes 
a comprehensive view of man and his 
relationship with the environment. 

The introductory survey, dealing with 
the conditions for health, history of 
physiology and hygiene, some famous 
men of medicine and the health 
authorities is stimulating. 

The succeeding chapters consider the 
subject in general and every opportunity 
is taken to point out the intimate rela- 
tionship between the body and its sur- 
roundings—respiration and ventilation ; 
food and digestion; animal heat and 
clothes; the influence of environment 
upon the health of children and adults ; 
illness and defences against illness. 
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A selection of useful revision ques- 
tions is appended. 

The more critical reader will prob- 
ably find occasion to question certain 
statements or implications on the 
grounds of causing confusion or giving 
a false impression. However, despite 
these few instances of debatable asser- 
tions, the method of preparation is 
straightforward and well suited for the 
purpose which the late author, who had 
eleven years of teaching experience, in- 
tended, namely, to introduce the more 
important and interesting facts concern- 
ing the elements of modern Physiology 
and Hygiene to those who are preparing 
for a course in these subjects. 


C. A. P. Nosewortny. 


Asout To Marry, by Douglas W. 
Thompson, H.C.F. (The Epworth 
Press. 1949. Pp. 67. Price 3s. 6d.) 


Many were the problems and ques- 
tions put to a padre by his fellow 
prisoners in P.O.W. camps in Italy and 
Germany. The author, as a result of 
those questions, has put into print the 
lectures which he gave to those men 
who were not long married and to those 
interested in marriage. Its purpose is 
most aptly described by the author in 
its preface—“ A blue-print of the mini- 
mum a man should know and believe 
before he presents himself at a Chris- 
tian altar to be married”. That he has 
succeeded there is no doubt, for the 
reader soon realises that this is a broad- 
minded and tolerant approach to a 
fundamental problem propounded by 
one who has the courage to face realities 
and the experience and ability to offer 
practical solutions based on Christian 
conceptions. 

The book is divided into two main 
parts. The first discusses the origins of 
marriage, its physical basis, its relation 
to the community, the psychological 
factors, and Christian beliefs which 
affect marriage. The second part makes 
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an intimate survey of marriage itself 
which is “A synthesis of what the two 
partics to it know and are”. A section 
on “just us” is the centre of four con- 
centric circles, namely, “our marriage 
friendship”, “our children”, “our 
house” and “ social life”. 

This is a stimulating and certainly 
helpful little book which be 
thoroughly recommended, especially to 
young people of both sexes who are 
contemplating marriage. It is small 
enough to be read at one sitting and 
its value should not be impaired by a 
‘dipping in’ technique, 


C. A. P. Nosewortny. 


PREPARATION FOR Marriace, by R. M. L. 
Waugh. (The Epworth Press, 1949. 
Pp. 24. Price gd.) 

This booklet has been written in an 
attempt to provide some suitable infor- 
mation for young people about to be 
married, but although it contains some 
very sound advice, it tends, in parts, to 
become dogmatic and rather narrow in 
outlook. The implication that registry 
office marriages are more likely to be 
broken than church marriages and that 
only complete abstinence from alcohol is 
acceptable to the church will alienate 
many and revive the old concept that 
Christian attitudes are somewhat intoler- 
ant in nature, 

The first part of the booklet deals 
with the interpretation of the marriage 
service, emphasising its sacredness and 
the obligations of the bridal pair. Part 
two is concerned with the art of living 
together and consists of short sections 
on many aspects, including difference of 
temperament, living with relatives, sex 
problems, limitation of the family, 
mixed marriages, friendships and com- 
mandments for the married. 

Although the standards expected are 
rather high, it is a publication well 
worth reading. 

C. A. P. Nosewortny. 
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Prunella Stack. (Allan Wingate. 
1949. Pp. 32. Diags. Price §s.) 

This book is well presented in the 
loose-leaf style now typical of many 
American textbooks, The instructions 
are clear and simple and the many comi- 
cal drawings a useful supplement to the 
recommended exercises. 

In the introduction, Miss Stack claims 
“Healthy Motherhood” as the aim of 
this system of exercises, but throughout 
the book stresses far more that “ Beauty ” 
will be the reward of energy and enthu- 
siasm in following it. The physiologi- 
cal basis for these exercises is not always 
sound, particularly where any reference 
to the mechanics of respiration is con- 
cerned, Although it is unlikely that the 
many for whom this book is intended 
will recognise its weaknesses, it is regret- 
table that a wrong foundation for move- 
ment should be presented to them in a 
form with so strong a visual appeal. 


Jean N. C. Linpsay. 


RecreaTiveE Wresttinc, by Henry A. 
Oberholzer. (Univ. of London Press. 
1949. Pp. 175. Diags. Price 7s. 6d.) 


This book is written by a man who 
has an extensive knowledge of the sub- 
ject. Not only is he a performer of 
great ability but he is also a teacher of 
skill, and this combination is by no 
means common. 

The aim of this publication is to get 
as many youths and men as _ possible 
interested in this branch of physical edu- 
cation. Attention is fundamentally con- 
centrated on the average performer, and 
the production of champions is of 
secondary importance. 

With this end in view a progressive 
scheme of recreative class wrestling is 
set out in a clear and concise manner, 
and the text is well illustrated. 

A most useful handbook for the 
wrestling coach. 

A. H. G. 


THe Way to HEALTH aNnp Beauty, by 
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yee to the British Food Fair at Olympia, from 

August 29th.to September 9th, will see the Trans- 
parent Woman, presented by the Central Council for 
Health Education. The model, which can be rotated 
and illuminated, will be used.to demonstrate ‘live’ 
and recorded talks on nutrition and general health, 
arranged by the Council. 


HE Fair will also include a Scientific Section, presented 

jointly by the Central Council and the Public Health 
Laboratory Service. This display will tell the story of a 
case of food poisoning, and show what is being done to 
promote hygienic food handling. 


display will feature the Central Council’s 
work. 


N August 31st representatives of Local Authorities 

and interested organisations will meet by invitation 
for a national conference on progress in food hygiene, 
promoted by the Council. 
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HEALTH EDUCATION JOURNAL 


This quarterly Journal aims at helping the individual and the 
community to a higher level of physical and mental health. 


In its pages experts give interesting information about health 
and discuss the problems facing us and the best ways of giving 
people of all ages the health knowledge they need. 


The Journal is meant to be stimulating and thought provoking 
and not merely a mirror of the official views of the Central 
Council for Health Education. Contributors are therefore en- 
couraged to express their own opinions however controversial 
these may be. 


ARTICLES 


Readers are invited to submit articles on Health or Health Education. They 
should not be as a rule more than 2,000 words long. Contributions should be 
addressed to the Editor. 


SUBSCRIPTION RATES 


Single copy, 1/6, Post free, 1/7. Annual Subscription (4 issues), Post free, 
6/- (U.S.A. and Canada, $1). Orders to: The Medical Adviser and Secretary, 
Central Council for Health Education, Tavistock House, Tavistock Square, 
W.C.1. Tel. EUSton 3341. 


Editor: Robert Sutherland, M.D., D.P.H. 
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